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t--this thesis concerns the detection, diagnosis and treatment of mental health
I 
probtems b1'primarv care physicians. The studies presented in this thesis reflect
r- the spirit of the times of the nineteen nineties. In this decade, first guidelines for
diagnosis and treatment of mental health problems, in particular depression, in the
prinrary' care setting, were developed in The Netherlands and in other countries. The
rationale for these guidelines is that enhancing recognition, diagnosis and treatment of
rnental health problems, wil l improve patients' prognosis. This detection-diagnosis-
treatlnent-modcl, in essence a rnedical model, is the paradigm underlving the research
desc r i bed  i n  t h i s  t hes i s .
Chapter 1 shortl l '  describes the historical position and subsequently presents the
outline of the thesis. The thesis is composecl of four parts. Part I consists of a historical
overvierv. The results of ernpirical studies are presented in parts 2 and 3: naturalistic
studies in part 2, and an experimental study'in part 3. Finallr,, in part 4, conclusions are
drarvn and, follou,ing crit ical review of the detection-diagnosis-treatment-model, a nelv
ruodel for the treatment of mental disorders in primary care is presented.
Part I
Irr a lr istolical sketch in chapter 2, three factors are described that mav have been
responsible for the fact that 25 1'ears elapsed from the first psychiatric epidemiologic
studies, shoning that mental health problems were cornmoll among primarv care
patients, unti l guidelines for detection, diagnosis, and treatment of these problems in
primary'care were developed. These three factors are the paradigm of primarl 'care,
the l ir-nited usefulness of psvchiatric diagnostic classificatior-rs for primary care
phl,sicians, and the l imited possibil i t ies for treatment of mental health problems in
prim:rry care.
The first factor, the paradigm of primary care, is associated with increasing
interest in ps1'chosocial aspects of i l lness. In the nineteen fift ies, a time of growing
specialization in medicine and dissatisfaction with the biomedical model, primary care
evolved into an independent discipline. The typical primary' care paradigm that
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developed during this era is referred to as the 'patient-as-a-'rr,hole' rnodel in this
chapter, because attention is focused on the n'hole patient rather than only the i l l
organ. This paradigm is characterized by: l) the biopsychosocial approach to i l lness; 2)
explicit attention to communication and interaction betrveen doctor and patient; 3) the
concept of i l lness-behavior; and 4) a patient-centered approach.
For the management of somatic i l lness the biomedical model remained
dominant, while the biopsychosocial model slowly won ground. Although the
biopsychosocial or 'patient-as-a-whole' model is, in essence, a medical model, mental
health problems were not placed in a medical context at all. The approach to these
problems was drawn from the psycho-analytic model, such as Balint's, emphasizing the
doctor-patient communication (the doctor as a drug), or the social model, r ' ierving the
complaint of the patient as a symptom of a sick society. The fact that mental health
problems were not treated using the medical model ma1'have been inflrrenced by the
ideas of the 'anti-psychiatrists' rvho explicit ly rejected the medical model.
The two additional factors, the l imited usefulness of psychiatric diagnostic
criteria that, and the l imited possibil i t ies for treatment, probabll 'contribr.rted to the first
factor. Because of these factors the medical model had limited feasibilitl' for primarv
care physicians. Besides the fact that the psychiatric diagnosis had been r.rnreliable for
a long time, it also was of l imited relevance for primary care physicians, because
diagnosis did not guide treatment. This situation changed when standards and
guidelines were developed (for example the NHG guidelines in The Netherlands)
which established a direct l ink between diagnosis and treatment. Furtherntore, the
treatment possibil i t ies for, for instance, depression, were improved by the introduction
of the modern antidepressants. The older antidepressants have manl side effects,
resulting in low compliance, as well as toxic risks, while psychotherapy is not considered
a viable option for normal l0 minute primary care visits.
The development of standards and guidelines reflect the spirit of the tirnes of
the nineties, as concepts such as 'quality of care' and 'evidence-based medicine' rvere
introduced, also in polit ics. The detection-diagnosis-treatment-model as paradigm for
the management of mental disorders, including the clear guidelines produced from this
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model, is an advance over earlier efforts, but seems to be too simplistic in the final
analysis (see part 4).
Part 2
In part 2, through three naturalistic studies, the detection and diagnosis of depression
and anxietl '  b1. primary care physicians are examined in more cletail, and the
association between detection and outcome is studied.
In chapter 3 , agreement betrveen depression diagnosis accorcling to the primary
care physician and to a standardizecl diagnostic inrerview, rhe Composite International
Diagnostic Intervie'rr '-Primarl ' Health Care Version (CIDI-pHC), is examiped ip rrvo
samples from prirnary care practices in Seattle (USA) and Groningen (The
Netherlands). In contrast to the usual u,ay of studying diagnostic agreement, namell.
in terms of false-negative and false-positive, three levels of disagreement are
distinguished. These are: l) complete clisagreement about the ptesertce of psychiatric
symptonts (true false-negatives and true false positives); 2) agreernent about the
presence' but not about the set,eri} of the psychiatric problems (trnderestirlated and
overestimated problems); and 3) agreement about presence ancl severity, but not about
u'hat P$chiatric diagtrosis to assign (misdiagnosed problerns and problems with another
CIDI diagnosis). Arnong all patients with any level of clisagreernent between primarl,
care physician and intervierv (the false-negative and false-positive cornprising l37o of the
total sample),427a is due to disagreement about the presenc e,2g%abour severity, ancl
29% about the diagnosis of the rnental health problems. Of the 'false-negative,
judgments of the primary care physician, 277o are due to complere clisagreernenr (rrue
false-negatives), and 55% of the'false-positives'are due to complete clisagreement (true
false-positives). It seerns that, when levels of disagreement are differentiated,
disagreement about depression diagnoses betr,r 'een the primarl, care physicial ancl a
psÏchiatric interview is not as large as often stated. Differenriating levels of
disagreement regarding the presence, severity and specific cliagnosis, does morejustice
to diagnostic practice in primary care, and provides greater guidance on horv to
impro'e the diagnostic accuracy of primary care physicians. For example,
underestimation of problerns may occur in the early phase of a depressive episocle.
Tinte is an important diagnostic consicleration in primar), care, but requires return
appointments to be set so that the physician can irnmecliatelr 'take action if ' t l-re situation
22s
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deteriorates.
In chapter 4 the (dis)agreement bet'rveen primary care physician and a
standardized psychiatric interview is studied further. This studl' shows that the
agreement about the presence of depressive and/or anxietv disorder between the
assessment according to the primary care physician and the standardized assessment
according to a psychiatric interview, increases if the diflerences between classification
systems (DSM-III-R, ICD-10), the comorbidity, the presence of subthreshold disorders
in the primary care population and the aspect of t ime in the diagnosis of the physician,
are taken into account. The agreement between the physicians and the DSM-III-R is
83% (Cohen's kappa r :0,35) ,  between the ph,vs ic ians and the ICD-10 87% (r :0,46) ,
and with at least one of the classifications 89% (x=0,52). After correction for comorbid
and subthreshold disorders, and inclusion of diagnoses given bv the physicians in
follow-up consults, the agreement increases to g3% (r:0,72).
In both studies, the true false-negative patients are not the patients with less
severe problems as shown by many other studies, but primarily patients who come to
see their doctor for a somatic complaint and who do not visit their doctor freouentlr '.
Chapter 5 is a replication of the Groningen Primary Care Study that found that
recognition of psychological problems is associated with better patient outcomes. In a
new sample of primary care patients, the patients whose psychopathology is recognized
by the physician do not show better outcomes than patients whose psychopathology is
not recognized. This inconsistency in results about the association betrveen recognition
and better outcome, exists not only betrveen these two Groningen studies, but among
the results of other studies as well. Searching for an explanation Íbr this inconsistencl',
these different studies are further scrutinized in chapter ó. N{ethodological factors
(design: experimental versus naturalistic; characteristic of the sample: incident versus
prevalent), as u'ell as clinical factors (the clinical consequences of recognition) are
examined. This probing of the different studies leads to the conclusion that recognition
is associated n'ith better outcome only if the sample consists of patients rvith nelv
(incident) problems, and if recognition is followed consequentially by adequate
treatment. Thus, to improve the outcome of mental health problems of priman' care
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patients, early detection and adequate evidence-based treatment are crucial. Both can
be promoted by t ra in ing.
Part 3
The focus of part 3, the experimental part of
detection, diagnosis, and treatment of depression
care physicians.
the thesis, is the improvement of
and anxiety via training of primary
First, the development and validation of a screening instrument for depression
and generalized anxiety disorder, the INSTEL-screen, is described inchapter 7.The
screen has been developed using data of half of a sample of 558 primary care patients.
Or-r the other half the INSTEl-screen has been validated and compared with the so-
called Goldberg-screen: a comparable instrument with depression and anxiety scales.
The INSTEL-screen emplo,vs a hierarchal approach. First, patients are screened for
general nrental health problems with two questions. Patients with positive results on the
init ial screen are then screened for depression, and, if depression is absent, they are
screened Íbr anxiety'. Compared to the Goldberg-screen, the INSTEL-screen predicts
the presence of either one of both disorders, depression or generalized anxiety
disorder, as well as the Goldberg-screen (the positive predictive value of the INSTEL-
screen is 69%), n'hile depression is predicted better (a positive predictive value of 8l%).
Moreover, the burden on the primary care physician is lower with the INSTEL-screen:
the mean number of questions to be asked is less than half the mean number of
questions required by the Goldberg-screen (5 instead of l l). For these reasons the
INSTEL-screen seems to be a better alternative for the primary care physician.
The INSTEL-screen is part of a training program developed by'the INSTEL-
research group to improve detection, diagnosis, and treatment of especially depression.
In the rraining, consisting of 8 sessions each lasting 27: hours, the physicians practice
rvith the screening instrument, with symptorn diagrams that facil i tate diagnosis, and
rl, ith treatment guidelines, and attention is given to general communication skil ls. In an
experirnental srudy with a pre-post design, the effect of the training on the course of
psychopathology and daily' functioning was investigated. This study is described in
chapter 8.
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A sample of consecutive patients of l7 primary care physicians was evaluated
for the presence of depression. After 3 months and after one year these patients rvere
examined again. The physicians were subsequently trained with the INSTEL-training
program. After training a new sample was drarvn in each practice and examined, and
patients with depression were followed again over a one-)'ear period. A positive effect
of the training on shor[-term outcome was found, particularly for patients rvith a recent-
onset depression. At 3-month follow-up, depressed patients rvhose physicians had been
trained had less sever psychopathology than patients of the same physicians prior to
their training. Patients with recent-onset depression also showed higher levels of dail l '
functioning than similar patients of these physicians before they had been trained.
Depressive episodes of patients rvith recent-onse[ depression recognized by the
physician, were shorter after training compared to before training. After one year no
effects of the training on patient outcomes were found. Because of the pre-post design
of the study, a time effect cannot be excluded as an explanation for these findings.
Part 4
Finally, inchapter 9, building upon the findings of this thesis, a nerv model is developed
for the management of psychiatric disorders in primary care. The three major f indings
are:
L Conclusions from earlier studies, regarding sever underrecognition and
underdiagnosis of psychiatric disorders in primary care, are too simplistic.
Differentiating diagnostic agreement levels provides more guidance on horv to
improve the diagnostic accuracy of primary care physicians.
II. The improvement of recognition and diagnosis only seems to be effective (i.e.,
improves the course of symptoms) if detection occurs in the early phase of the
episode and is followed by adequate diagnosis and treatment.
III. Training of primary care physicians in the principles of the detection-diagnosis-
treatment-model improves patient outcomes, but the effects of the training are
limited in magnitude and duration.
These findings suggest that the detection-diagnosis-treatment-model is useful, but that
its effectiveness is l imited. Possible causes of this l imited effectiveness are that the model:
a) does not take into account the diffirencrs among patients that influence the course of
symptoms, b) is only focused on acute care, while many psychiatric disorders have a
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chronic or recurrent course, and c) does not provide guidance onhou guidelines should
be used in practice.
Drawing on strategies developed in rnodels of care for somatic i l lnesses and
addictive problems ('matched-care', 'stepped-care', and 'motivational interviewing'),
and for chronic conditions ('collaborative care'), an ' individualized-stepped-care' model
is proposed for mana6;ement of mental disorders in primary care, This model differs
in two essential ways from other stepped-care rnodels. The first difference is the process
of moving from one treatment step to the other. In this process the readiness and
preferences of the patient are taken into account. There is a collaborative relationship
between doctor and patient, rather than a prescriptive relationship in which the patient
only has to follorv the doctor's prescription. The second essential difference is that acute
and chronic care are placed on a management continuum instead of considering these
as ttvo mutually exclusive lnanagement models. Patients may need different
combinations and intensities of acute treatment and chronic care over time.
The proposed model has far reaching consequences for the organization of
primary mental health care. It requires changes in the organization of the primary care
practice, as rvell as adaptations in the reimbursement s)'stem. For example, for chronic
care and stepped-care a structured system of follow-up appointments is necessary.
Because following and supporting patients is labor intensive, these tasks could be
assumed by other professionals, such as nurse practit ioners. Although in The
Netherlands experiments with nurse practit ioners have recently been init iated, this
method generall l '  does not qualif '  for reimbursement.
The new model is heuristic, as most of the individual elements have been
proven to be effective, but in other populations with other (chronic) conditions. New
studies are needed to determir-re the value of the proposed model for the treatment of
primary care patients with mental disorders.
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